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Abstract 
 
This paper addresses the disparities in the quality of women’s health across the United 
States in order to determine which factors are causing these disparities and what policies and 
actions can be taken to improve the quality of women’s health. In order to construct a 
comprehensive measure of women’s health quality, a model based on Morgan and Morgan (2010) 
is used to assign each state an individual quality rating. Regression analysis points to a wide range 
of factors as being statistically significant in determining the quality of a woman’s health in 
America. The data suggests that exercise rates, preventive screenings, primary care coverage, the 
level of emotional support, and regular oral care positively influence the level of health. Factors 
such as the caesarian section delivery rate, the uninsured rate, unemployment rate, and pollution 
levels are shown to negatively influence overall health. Concrete policies and actions can be 
taken to positively alter the statistically significant factors. It is my hope that this paper 
contributes to the field of  women’s health and to the work that aims to improve the quality of 
women’s health in the United States. 
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1. Introduction: 
 
Women in America face a myriad of health priorities ranging from reproductive health, 
chronic illnesses, access to care, health care affordability and scope of benefits. The current 
patchwork of health care coverage often does not take into account the unique health concerns of 
women. Women are faced with higher premiums and out-of-pocket expenses than men and are 
more likely to be uninsured. On average women have lower incomes than men resulting in 
increase vulnerability to health care price increases. Women also use more health services and 
therefore are in greater need of comprehensive coverage. Socioeconomic and community issues 
play a role as well in the quality of women’s health. Not only does the quality of health and 
health care differ between genders but it also varies between different segments of the female 
population.  
The passage of H.R.3590: Patient Protection and Affordable Care Act in March of 2010 
calls for the enactment of various health care policies and regulations, many of which are 
directed at women’s health. The impact these policies will have, either positively or negatively, 
are currently under debate. Questions are being poised about whether the law potentially falls 
short or goes too far. Some of the polices with the greatest potential impact on women’s health 
are the insurance coverage mandate, elimination of most gender rating practices, preventive care 
requirements and an increase emphasis on primary care physicians. This paper seeks to address 
how the quality of women’s health varies on a state-by-state basis and which factors may be 
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causing any variation. Special emphasis will be placed on the significance of factors addressed in 
H.R.3590. 
 
2. Literature Review: 
 
Most health care research focuses on health in America as a whole. Only a small amount 
of research is specific to women’s health. The field is growing as more are realizing the specific 
health needs of women. The debate and passage of H.R. 3590 has helped to bring attention to 
some of the unique issues, such as the thirty-eight states that allow gender rating, which is the 
practice of charging women more than men for the same policy. Also, most research is 
conducted on a national level, such as how America’s health care system compares to other 
nations. The variation between states is often not addressed. 
 Much of the research has been concentrated on the rise in health care costs. The rise in 
costs has disproportionately impacted women. The unique health issues women face and 
generally lower incomes make affordability a major issue. The affordability issue is amplified by 
discriminatory practices of charging women more than men for the same plan while not always 
covering basic and essential services for women such as reproductive needs (Kaiser Family 
Foundation (KFF), 2009). Out-of-pocket expenses have historically been much higher for 
women than men as women face more complicated health issues. 
  
Insurance  
 
An uninsured woman is more likely to lack access to needed care, receive low quality 
care and have poor health outcomes than an insured woman. A woman without insurance is 
twice as likely to forgo a pap test and not fill a prescription due to cost (KFF, 2009). Noninsured 
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women make-up roughly 18% of the non-elderly population (The Commonwealth Fund, 2007). 
This consists of women who do not qualify for Medicaid, do not have access to employee-
sponsored plans, and cannot afford individual plans. Over half of uninsured women do not 
regularly see a doctor and forgo needed care due to costs, compared to 9% and 13% of the 
insured non-elderly population, respectively (KFF, 2009). Younger and low-income women are 
more likely to be uninsured, as are women of color. Uninsured rates vary widely from state to 
state, such as a 29% rate in Texas compared to 5% in Massachusetts. 
 A woman with health coverage is more likely than an uninsured woman to obtain 
necessary preventive, primary and specialty care services while gaining access to recent 
advances in women’s health (KFF, 2009). However, health affordability and outcomes are still 
an issue for women with insurance. Employee-sponsored insurance covers approximately two-
thirds of non-elderly women. A woman is less likely than a man to be insured through her own 
job, 38% to 48%, while being more likely to have dependent coverage, 25% to 13% (KFF, 
2009). Among the working population, a woman is less likely than a man to qualify for 
employee-sponsored basic health plans as she is more likely to work part-time, have a lower 
income and already be covered by her spouse’s plan. She is also more likely to lose this 
insurance should she become divorced or widowed because of the higher likelihood that she will 
be the dependent. She is also at a greater risk to lose her coverage if her spouse loses his job, his 
employee drops the family coverage portion of the plan or if premiums increase. An older 
woman (50-64) is at a higher risk of losing coverage as she is more likely to have an older 
spouse and once he is eligible for Medicare, the dependent coverage may be lost. 
 Medicaid covers 10% of the non-elderly women’s population. This is the state-federal 
health insurance program for low-income individuals. Each state operates its own Medicaid 
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system, while conforming to certain federal guidelines in order to receive matching funds. The 
matching rate varies from state to state depending on each state’s per capita income. Three-
quarters of the adult Medicaid population are women (KFF, 2009). Low-income women who are 
pregnant, have children under the age of eighteen or are disabled qualify. Only in rare 
circumstances can a woman without a disability or child qualify, no matter how low her income 
is. The quality of health for those on Medicaid is rated consistently lower in comparison to low-
income woman on employee-sponsored plans. In 2009, 33% of non-elderly women on Medicaid 
rated their quality of health as poor or fair, compared to 16% of low-income women with 
employee-sponsored coverage (KFF, 2009).  
 Most other women are covered through individually purchased plans or have other 
government health insurance. Nearly all women over the age of sixty-five are covered by the 
government insurance plan Medicare. Medicare also covers 3% of women under sixty-five. This 
is limited to some women with disabilities and military dependants (TRICARE). Individually 
purchased plans cover 6% of women. These are costly while the coverage is not as extensive as 
employee-sponsored plans. Pre-existing conditions often lead to coverage denial depending on 
the insurer and state regulations.  
  
Affordability and Access 
 
A lower mean income for women in comparison to men results in a greater difficulty 
paying for premiums. 17% of women are below the 100% poverty line compared to 13% of men 
(Commonwealth Fund, 2007). Average earnings in 2004 were $22,224 for females and $32,486 
for males with a woman earning 76.5¢ for every dollar that a man earns (Commonwealth Fund, 
2007).  A woman is in greater need of comprehensive coverage than a man resulting in the use of 
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more health services and higher out-of-pocket expenses. In addition to the uninsured, this leads 
close to twenty million America women being underinsured (Commonwealth Fund, 2007).  The 
difference in coverage needs between women and men results from various factors, such as 
women’s reproductive needs requiring continuous check-ups and mental health problems such as 
anxiety and depression affecting twice as many women as men. Women also take prescription 
drugs at a higher rate than men, 60% to 44%, and are more likely to have a chronic condition, 
38% to 30% (Commonwealth Fund, 2007).  Women are also more likely to have access 
problems in the past year due to costs. This results in women not filling prescriptions, not seeing 
a specialist, and skipping a medical test, treatment or follow-up. 38% of women report medical 
bill problems while a woman is more likely than a man to pay more than 10% of her income on 
health care expenditures and premiums, 32% to 9% (Commonwealth Fund, 2007). 
 
Health Care Disparities 
The health status and access of women varies across race and ethnicity. A third of women 
self identify as a member of a racial or ethnic minority. A Kaiser Family Foundation and Center 
for Health Policy Research at UCLA compared white women to women of color across twenty-
five indicators of health and well-being grouped into the dimensions of health status, access and 
utilization, and social determinants. Women of color fared worse than white women across a 
broad range of measurements in almost every state (James & Wyn, 2009). Some of the largest 
disparities were in the rates of new AIDS cases, late or no prenatal care, no insurance coverage, 
and lack of a high school diploma. A low disparity score for a state is often due to the fact that all 
women fared poorly, such as in West Virginia and Kentucky.  
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 Each race and ethnicity has unique health status disparities. American Indian women 
have higher rates of health and access challenges. An American Indian woman is more likely to 
smoke, be obese and have more days of poor health than other ethnicities. Access and utilization 
was a consistent problem for Hispanic women. A Latino woman is less likely to have a personal 
doctor and is more likely to delay or go without care due to cost. Black women have higher rates 
of health challenges such as poor health statues, chronic illnesses, obesity and cancer deaths. A 
black woman is less likely to go without recommended preventive screening. Asian Americans 
and Pacific Islander women have the fewest disparity issues, but they do have low rates for 
preventive tests. White women fared better than minority women on many indicators. A white 
woman is more likely to smoke, die from cancer, suffer from psychological distress and not have 
a routine check-up.  
 
The Determinants of Health: 
 
 Health economics view the creation and upkeep of health as a production function 
(Santerre and Neuen, 2009).  In a similar fashion to an industry requiring inputs, like capital and 
labor to produce a product, a person uses factors such as medical care and lifestyle choices to 
produce health. A health production function captures the maximum amount of health an 
individual can have from a certain set of inputs. The function shows how the output of health is 
dependent on certain inputs. An example of a health production function is: 
 
Health = H(medical care, technology, profile, lifestyle, socioeconomic status, environment)   
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where health indicates the level of the individual’s health; medical care reflects the amount of 
medical care consumed; technology is the level of medical technology available; profile refers to 
the mental and physical profile of the individual; lifestyle reflects a set of lifestyle choices, such 
as whether to smoke; socioeconomic status captures factors such as education and income, and 
environment is indicative of environmental factors, such as air quality (Santerre & Neuen, 2009).  
The health production function implies that a female’s level of health is positively related 
to the amount of medical care consumed. The same relationship holds between health and an 
increase in an input factor such as income, level of medical technology or a decrease in a 
negative input factor such as smoking. The production curve also reveals the law of diminishing 
marginal utility, in which each incremental increase of input leads to an increase in output at a 
decreasing rate. For example, if a patient goes from never seeing a doctor to seeing a doctor once 
a year, she will experience a greater rise in her health utility than a patient who goes from seeing 
her doctor nine times a year to seeing her doctor ten times a year. 
Research has found that the consumption of medical care has a positive effect on an 
individual’s health. Based on the research, the degree of the effect is relatively small. Hadley 
(1982) reports that a ten percent increase in per capita medical care expenditures leads to a 1.5 
percent decrease in the adult mortality rate. This is consistent with other results such as Sickles 
and Yazbeck (1998) in which a ten percent increase in health-related consumption lead to a 0.3 
percent improvement in health based on a health index consisting of numerous quality-of-life 
variables. Newhouse et al. (1993) found that randomly assigned households with low 
coinsurance rates consumed more health-related products than households with high coinsurance 
rates, but experienced the same level of health, ceteris paribus. The small marginal effect of 
medical inputs on the production of health is referred to as “flat-of-the-curve” medicine 
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(Enthoven, 1980). This indicates that individuals consume health care at the point where the 
slope for the Product Curve for Medical Services is flat. 
The literature has found a positive relationship between education and health. Fuchs 
(1979) argues that the acquisition of education and health depends on the value people place on 
future events, or the rate at which they discount future events. For example, a person who places 
a high value on future events is more likely to stay in school and make healthy decisions because 
she wants to enjoy the rewards of a higher income and extended life. Elo and Preston (1996) 
report that education has a significant impact on the mortality of individuals in America during 
the 1980s, with the impact greater for men and those of working age than for women and the 
elderly. Other reports have shown that an extra year of schooling decreases the probability of 
dying within ten years by 3.6% (Lleras-Muney 2001) and that an additional year of education 
increases life expectancy by .18 to .6 years (Cutler and Lleras-Muney 2006).  
A positive relationship between income and health has also been documented. A higher 
income allows an individual to consume more medical good. Also, an individual with a higher 
income is more likely to live in a safer environment and be better educated. There are four main 
theories on the effect income has on wealth (Lynch et al., 2004; Wagstaff and van Doorslaer, 
2000). The first is the absolute income hypothesis in which absolute income is positively related 
to health for reasons stated above. A second hypothesis is the relative income hypothesis, which 
states that an individual’s income relative to a social group average impacts overall health, such 
as her income in comparison to the poverty line. The relative position hypothesis places 
emphasis on one’s social position in the income distribution impacting health. The fourth 
hypothesis is the income inequality hypothesis, which states that the distribution of income 
directly impacts health. Under this hypothesis, the poor may find their public health needs 
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largely ignored as greater income inequality can lead to the loss of social capital (Santerre and 
Neuen, 2009).  
Risky lifestyle behaviors, such as smoking, excessive alcohol consumption, lack of 
physical activity, and a poor diet, negatively impact health (Santerre and Neuen, 2009).  A study 
estimated that someone who smokes a pack of cigarettes a day will experience 10.9 more sick 
days per six months than a non smoker, while a person that has two drinks per day will have 4.6 
more sick days over this time period compared to a light drinker (Leigh and Fries, 2002). Strum 
(2002) estimates that being obese has the same impact on health as twenty years of aging, with 
health status measured by the number of seventeen chronic illnesses present. Marital status 
appears to have a positive impact on health. This is most likely because a spouse increases the 
production of health at home while altering preferences for risky behavior (Santerre and Neuen, 
2009). Literature on the impact the environment has on health is inconclusive. The level of 
industrialization has been linked to higher mortality (Auster et. Al, 1969). 
 
3. Overview of The Patient Protection and Affordable Care Act 
 
 
President Obama signed the landmark health bill, The Patient Protection and Affordable 
Care Act (H.R.3590), into law on March 23, 2010, which is expected to provide coverage to 32 
million people who currently lack insurance at a cost of $938 billion over ten years (New York 
Times, 2010). The debate surrounding the law was and still is contentious, and confusion over 
what the bill will accomplish and at what costs is still hazy. After examination, the Health Care 
Reform law will significantly increase access and quality of care for millions of people in 
America. However, this law is not perfect, as concerns exist, especially regarding cost control. 
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 The law requires most U.S. citizen and legal resident to have health insurance by 2014. 
This is mainly done with the creation of state-based American Health Benefit Exchanges through 
which people can purchase health insurance, and through the addition of sixteen million people 
to Medicaid. Private coverage is subsidized for low and middle-income people with premium 
and cost-sharing credits available to those with incomes between 133-400% of the federal 
poverty line (Jackson & Nolan, 2010).  
Individuals without coverage will pay a tax penalty beginning in 2014, with an increasing 
penalty up to the level of the greater of 2.5% of household income or $2,085. Exceptions do exist 
for populations such as American Indians, those in financial hardship and undocumented 
immigrants. Small businesses with up to one hundred employees can purchase coverage through 
the Small Business Health Options Program Exchange. Tax credits will exist for businesses 
providing insurance, such as businesses with less than twenty-five employees making less than 
$50,000 per employee will receive tax credits of 50%.  Penalties will also be imposed to 
businesses that do not offer insurance, such as businesses with more than fifty employees will 
have to pay a $2,000 fee per employee who receives a premium tax credit, excluding the first 
thirty employees (Jackson & Nolan, 2010). 
 Coverage is also expanded through the elimination of pre-existing conditions. Insurance 
companies can no longer deny coverage to children up to the age of nineteen because of pre-
existing conditions beginning September 2010. Beginning in 2014, the provision expands to ban 
insurance companies from barring coverage based on pre-existing conditions, health status or 
gender. The practice of gender rating will be eliminated for most women, but not for all plans 
offered by companies with larger than one hundred employees. Beginning in 2014, the provision 
of prohibiting insurers from rejecting individuals for coverage will positively impact women. For 
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example, insurance companies have considered prior-pregnancies as pre-existing conditions, and 
have rejected victims of domestic violence and rape. The law will more seriously take into 
account the unique health care concerns of women, ranging from reproductive health, chronic 
illnesses, access to care, health care affordability and scope of benefits. 
 The Health Care Reform Law also addresses another underserved community, those at 
high-risk. The law has a provision to establish a temporary high-risk pool to provide coverage to 
individuals with pre-existing conditions that leads to unaffordable premiums for many. The pool 
was created to bridge the gap until 2014 when insurance companies must accept any applicant. 
The premiums from the pool will be limited to $5,950 per individual and there are limits to how 
much rates can go up by age (Kaiser Family Foundation 2010). However, these pools are not 
filling as quickly as policy makers had anticipated (Sack, 2010).  
Medicare and Medicaid coverage is also expanded. Closing the Part D coverage gap, 
eliminating out-of-pocket co-payments for preventive benefits, such as cancer screenings, and 
limiting any waiting periods for coverage to ninety days improves Medicare access (Sack, 2010). 
The law will also expand Medicaid coverage to many individuals under the age of sixty-five. 
Previously, a person would have to meet both categorical and income criteria to qualify for 
Medicaid. A person would have to be pregnant, have a child under eighteen, be older than sixty-
five or have a disability, while also meeting the income eligibility requirement. The new 
provision will expand coverage to any individual with incomes up to 133% of the Federal 
Poverty Line. Each individual that qualifies is guaranteed a benchmark health package that at 
least provides essential health benefits. This will have a major impact on women who make up 
the majority of Medicaid recipients and who are in greater need of comprehensive coverage. 
These provisions take a large step in providing coverage for the most vulnerable of our society 
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and providing a basic health safety net. Under these provisions, those struggling economically 
will no longer have to live under the worry that one bad health break could cripple their families’ 
way of life for years. 
The law will seek to simplify health insurance administration by adopting universal 
operating rules for eligibility verification. Provisions seek to increase health care transparency by 
requiring the disclosure of financial relationships between health entities, such as physicians and 
hospitals, pharmacists, manufacturers and distributors of medical supplies and drugs (Jackson & 
Nolan, 2010). Health plans will also have to report the proportion of premium dollars that are 
spent on administrative costs, clinical services and quality improvement. Insurers in the 
individual and small-group market must spend at least 80% of their premium revenues on 
medical care or improving the quality of care, while large companies must spend 85%. Insurance 
companies will also be required to justify increases in premiums and adopt standards for 
financial and administrative practices to promote efficiency. Beginning in 2012 insurers that do 
not meet these requirements will have to pay rebates to individuals. 
Health plans participating in the health care exchange will need to meet certain quality 
requirements, such as providing more information to consumers in order to reduce the 
asymmetrical information divide between the health care system and individuals, and providing 
free preventive care under new plans. The law requires health plans to cover preventive services 
with no co-payments and exempts these services from deductibles (Jacobson, 2010). This 
provisions went into effect for exchange participating plans in September 2010 and for all plans 
by 2018, which is especially important for women through expanding access to screening for 
breast and cervical screening and other preventive reproductive and sexual health care unique to 
women (Jacobson, 2010). 
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 Provisions for increased quality also include support for comparative effectiveness 
research by creating research opportunities that compares the clinical effectiveness of medical 
treatments (Kaiser Family Foundation, 2010). Research has shown that in the majority of cases 
involving technology being covered by insurance, the coverage was approved despite fair or poor 
evidence of effectiveness, and that the lag time between the discovery of more effective forms of 
treatment and their incorporation into the health care system is seventeen years (Docteur & 
Berenson, 2010). More effective medical malpractice provisions are included such as awarding 
states grants to develop, implement and evaluate changes to current tort reform. Hopefully, 
alternatives will be found by balancing physicians’ concerns for being sued while reducing 
medical errors. Enhanced monitoring of disparities based on race, ethnicity, age, and disabilities 
is a promising provision in working towards equalizing the quality of care among populations. 
Employee-sponsored wellness programs are also promising in tackling the growing obesity 
epidemic. 
One of the most alarming aspects of the American health care system in the past couple 
of decades is the decrease in the quantity and quality of primary care physicians, especially in 
rural and underserved communities. Our health care system is known for having top-notch 
specialty care, but the system falls behind in general care. Provisions in the law go a far way in 
redirecting the tide back towards preventive and primary care, such as increasing Medicaid 
payments for fee-for-service and managed care for primary care services provided by primary 
care physicians to 100% of Medicare rates (Jackson & Nolan, 2010). Funding and access to 
community health centers and primary care doctors will be expanded. Funding will double the 
amount of access in terms of patients seen over five years (Jacobson, 2010). Graduate programs 
will change to redistribute training positions with priorities given to primary care and to states 
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with the lowest physician-to-population ratio, while increasing residency programs in rural and 
underserved areas. OB-GYN and midwifery care access will increase. The law takes big steps in 
providing a basic set of quality care, such as preventive care, while placing greater responsibility 
on insurance companies, pharmaceuticals and physicians to increase quality, while providing 
incentives to increase primary and family practice care, especially in the most pressing locations. 
 
4. Data: 
 
There is an abundance of data on women’s health diseases, outcomes, costs and 
behaviors. Three main sources were used to gather most of the data. The first is the Kaiser State 
Health Facts (KFF 2010). This source gives a state-by-state breakdown on numerous women’s 
health issues ranging from prenatal care to death rates for certain diseases. The U.S. Department 
of Health and Human Services: Office on Women’s Health provided most of the data for the 
model (Womenshealth.gov, 2010). The source provides state-by-state information on women’s 
health on various indicators. The information can also be broken down by any combination of 
gender, race, age and year. The third useful source was Health Care State Rankings 2010 
(Morgan and Morgan, 2010). This provided the information for a significant portion of the 
methodology.  
 
5. Methodology 
My analysis uses a similar model to Morgan and Morgan (2010). The model attempts to 
capture that factors that comprise quality health. Morgan and Morgan did this for the population 
as a whole, while I will try to do a similar analysis specific to women’s health. My model 
consists of thirty-five indicators gathered for each state plus the District of Columbia. The factors 
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fall into one of four categories: health outcomes, community and environment, clinical care, and 
health behaviors. For each factor, each state’s score is compared to the national average. The 
model consists of positive and negative factors. The following formula is used for a positive 
factor: 
 
((State value – National Average)/National Average)*100   (Formula 1) 
 
and for each negative factor:  
 
 ((State value – National Average)/National Average)*-100   (Formula 2) 
 
 
A higher than average ranking for a positive factor will increase a state’s ranking, while a 
higher than average ranking for a negative factor will decrease a state’s ranking. An example of a 
positive factor is the percentage of females who regularly exercise. Each ranking is given a 
certain percentage composition of the total state ranking. A factor such as the heart disease death 
rate is given a high percentage composition of 7.5% because heart disease is the leading cause of 
death among women, while a factor such as pregnancy-related diabetes is less prevalent and has 
a low percentage composition of 1.0%. 
For example let us take a look at the percentage of females who regularly exercise in 
New Hampshire. This is a positive factor because exercising is good for one’s health. The 
national average for this statistic is 73.13% and the New Hampshire average is 76.6%. Formula 1 
is used to determine the percent that New Hampshire deviates from the national average. The 
result is 4.74, indicating that females in New Hampshire are 4.74% above he national average for 
the exercise rate. Next, the percentage of the total composition that the exercise rate comprises 
(5%) is multiplied this by the score. We multiply 5% by 4.74 to get .237. The exercise indicator 
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adds .237 point to New Hampshire’s final health ranking. The same methodology is used on the 
other thirty-four factors for New Hampshire and all of the final scores are summed to yield New 
Hampshire’s final women’s health care ranking. 
A negative factor is calculated in the same way, except Formula 2 is used. For example, 
the Ovarian Cancer Death Rate per 100,000 people is a negative factor and the national average 
is 9.94. California, which has a rate of 8.40, is below the national average so this factor will add 
to California’s final women’s health score. Using Formula 2, California is 15.47% better than the 
national average for this statistic and the indicator accounts for 1% of the total score, so the 
Ovarian Cancer Death Rate adds .155 to California’s final score. Data was taken for each factor 
from the most recent year in which data was available. Figure 1 lists the factors considered, 
along with the percent composition of the final score each comprises, and whether the factor is 
positive or negative. 
Each of the four main categories comprises a certain percentage of the final score (Health 
Outcomes: 40%, Community and Environment: 25%, Clinical Care: 20% and Health Behaviors: 
15%). After every factor for each state is calculated and the final numbers for each state are 
added together, the Quality of Women’s Health State Rankings is completed. Overall, the 
variables chosen will be an effective measure of a quality women’s health. Health outcomes take 
into account disease and death rates, along with the quality of health care. Community and 
Environment factors in socioeconomic status, pollution, and disparities between genders and 
among races. Clinical care seeks to capture preventive care, access and utilization of the health 
care system and scope of benefits. Health behaviors measure how well females are taking control 
of their own health through activities such as exercise and smoking.  
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Another women’s health state ranking model was created based solely on health 
outcomes so as to observe more directly how variables within community and environment, 
clinical care and health behaviors impact health outcomes. Many of the factors that are tested for 
significance are present in the Quality of Women’s Health State Rankings, such as exercise rates, 
physician concentration, primary care usage and the poverty rate. The Health Outcomes Model 
(Figure 2) will allow for regression testing without the added correlation issues that would arise 
through many of the regressions on the overall rankings. The Quality of Women’s Health State 
Rankings will be the model used for determining the current status and quality of women’s 
health in a given state at this time, while the Health Outcomes Model will be used to test for the 
significance of certain factors. 
The Women’s Health Outcomes Model is calculated using the same methodology as the 
Quality of Women’s Health State Rankings. The Outcomes Model differs in the factors 
considered. Twenty-five factors are considered, weighted at different percentage compositions, 
ranging from the uterine cancer death rate with a 2% weight to heart disease at 10%.  
 
 
6 Results: 
 
The Quality of Women’s Health State Rankings are shown in Figure 3. The top five 
states are Vermont, Utah, New Hampshire, Minnesota and Colorado with respective ratings of 
22.85, 22.21, 20.03, 19.26, and 17.45. A score of 22.85 signifies that overall women’s health is 
22.85% above the national average based on the given criteria for quality of health. The five 
lowest performing states are Mississippi, Arkansas, Alabama, Oklahoma, and Kentucky with 
respective scores of -36.00, -21.44, -21.15, -18.78, and -18.75. The disparity between the average 
score of the top five states and the bottom five states is 43.59. This means that a woman living in 
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one of the states with a top score has an overall health score that is 43.64% greater than a woman 
living in one of the states with a bottom score. Wisconsin and Georgia are around the national 
average (which is a score of 0). The low score for the District of Columbia (-31.24) is largely a 
result of the high HIV Death Rate. Although the score accounts for only 1% of the total score, 
the District of Columbia is over 1500% above the national average. 
 Most regressions using these rankings as the dependent variable will have correlation 
issues because the Quality of Women’s Health State Rankings includes Community and the 
Environment, Health Behaviors and Clinical Care statistics. Variables in these categories will be 
the main statistics used as independent variables in regressions. The rankings give a sense of 
overall women’s health from an outcome, behavior and community lens, while the Outcomes 
method will be more appropriate for regressions as the factors are outcome specific. Therefore 
variables ranging from health behaviors to clinical care can be chosen for regression analysis 
without correlation issues. The Women’s Health Outcomes Rankings is shown in Figure 4.  
 The top five states are Utah, Alaska, Colorado, Minnesota, and Vermont with respective 
ratings of 29.65, 26.04, 25.37, 23.23, and 17.40. A score of 29.65 signifies that overall women’s 
health is 29.65% above the national average based on the given criteria for quality of health. The 
five lowest performing states are Mississippi, Oklahoma, Alabama, Arkansas and West Virginia 
with respective scores of –37.33, -20.76, -19.46, -17.37, and -16.68. The disparity between the 
average score of the top five states and the bottom five states is 43.64. This means that a woman 
living in one of the states with a top score has an overall health outcome score that is 43.64% 
greater than a woman living in one of the states with a bottom score. Wyoming and South 
Dakota are around the national average (which is a score of 0). The District of Columbia’s score 
 23 
is an even greater outlier under the Outcomes model as the high prevalence of HIV in the district 
is further compounded by the statistic making up a larger portion of the overall score. 
Version 1 of Figure 5 presents the regression results of the Outcomes Rankings on the 
variables: the percentage of the population living in a primary care shortage area, the percentage 
of births by Caesarian section delivery, and the percentage of women who exercise regularly. 
The regression has a multiple R-square of .485. The Caesarian section variable is statistically 
significant at the 1% level with a t score of -2.73. A negative correlation exists between the 
proportion of women who undergo a C-section delivery and the outcome ranking for a state. A 
one standard deviation increase in the percentage of births by C-section translates to a .388 
standard deviation decrease in the outcomes rankings and an expected 6.38 unit decrease in a 
state’s ranking. This decrease in the quality ranking can lead to a drop of eight spots in the 
ranking. The primary care variable is significant at the 2% level with a t-score of -2.55. A state 
with a greater proportion of the population in a primary care shortage area can be expected to 
have a lower outcomes ranking. A one standard deviation increase in the percentage of the 
population living in a primary care shortage area translates to a .294 standard deviation decrease 
in the outcomes rankings and an expected 4.80 unit decrease in a state’s ranking. The percentage 
of women who exercise regularly is significant beyond the 10% level with a t score of 1.89. 
There is a positive relationship between female exercise rate and a state’s outcomes ranking. A 
one standard deviation increase in the female exercise rates translates to a .279 standard 
deviation increase in the outcomes rankings and an expected 4.56 unit increase in a state’s 
ranking.  
Version 2 of Figure 5 presents the results of a regression of the Outcomes Rankings on a 
range of variables. The percentage of women uninsured in a state is significant beyond the 1% 
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level with a t score of 4.70, while the percentage of women who receive an oral cleaning within 
the past year, C-section delivery rate and the female unemployment rate are significant beyond 
the 5% level with respective t scores of 2.66, -2.47 and 2.39. The variables of the female exercise 
rate, areas in a primary care shortage area, and the percentage of women who received a pap 
smear within the last three years are significant beyond the 10% level of significance.  
The adjusted R-squared for the regression is .706. A negative relationship exists between 
the amount of women that are uninsured and the outcomes ranking. A one standard deviation 
increase in the percentage of women uninsured translates to a .596 standard deviation decrease in 
the outcomes rankings and an expected 9.74 unit decrease in a state’s ranking. This decrease in 
the outcomes ranking can lead to a fall of nearly fourteen spots in the rankings in some cases. 
There is a positive relationship between the percentage of women who receive an oral cleaning 
and the rankings. A one standard deviation increase in the dental variable translates to a .426 
standard deviation increase in the outcome rankings and an expected 6.95 unit increase in a 
state’s ranking. This increase in the outcomes rankings can lead to a jump of eight spots in the 
rankings. The other new variable of significance in this regression is the percentage of women 
who have received a pap smear within the past three years, which is found to be positively 
correlated with a state’s outcome ranking. 
Version 1 of Figure 6 presents the results of a regression on the Outcomes Rankings with 
the Washington DC ranking omitted. The DC ranking is an extreme outlier from the group 
because of its high female HIV death rate. Six variables are run against the outcomes model in 
this regression, three of which have not been presented thus far. The new variables are the 
percentage of women who regularly participate in vigorous exercise, the percentage of women 
who have received a mammogram within the pat two years, and pollution measured as the 
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micrograms of fine particles per cubic meter. These new variables are combined with the 
percentage of women who receive an oral cleaning each year, the female uninsured rate, and the 
primary care shortage area variable. The variables of the percentage of women who regularly 
participate in vigorous exercise, women who have received an oral cleaning within the past year, 
women who have received a mammogram within the past two years, the female uninsured rate 
and pollution are all significant beyond the 1% level, with respective t score of 4.63, 3.85, 2.99,  
-2.87, and -2.70. The percentage of the population in a primary care shortage area is significant 
beyond the 10% level with a t score of -1.71. 
The adjusted R square for the regression is .723. A positive relationship exists between 
the amount of women who participate in vigorous exercise and the outcomes ranking. A one 
standard deviation increase in the percentage of women who participate in vigorous exercise 
translates to a .466 standard deviation increase in the outcomes rankings and an expected 6.36 
unit increase in a state’s ranking. The percentage of women who have received a mammogram in 
the past two years is positively correlated with a state’s raking while the pollution rate is 
negatively correlated. A one standard deviation increase in the mammogram variable results in 
an expected 4.70 unit increase in a state’s ranking and a one standard deviation increase in the 
pollution variable translated to an expected 2.95 unit decrease. 
Version 2 of Figure 6 presents a regression on the Outcomes Rankings with four 
reoccurring variables and a new variable in the percentage of gross state product spent on health 
care. This is the first monetary variable to be tested. The other variables in the regression are the 
pollution index, the percentage participating in vigorous exercise, primary care shortage areas 
and the percentage of C-section deliveries. The gross state product, primary care shortage areas, 
pollution, and vigorous exercise variables are all significant beyond the 1% level with respective 
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t scores of  -3.19, -3.09, 2.92 and 2.72. The C-section variable is significant beyond the 2% level 
with a t score of -2.66.  
The adjusted R square for the regression is .725. The percent of gross state product that a 
state spends on health care is negatively correlated to a state’s ranking. This may seem illogical 
at first, but a simple analogy may shed light on the relationship. A wealthier family will most 
likely spend a smaller share of their gross income on food and at the same time spend a greater 
total amount on food than a less wealthy family. Similarly a wealthier state may be able to spend 
a smaller share of their gross product on health care while at the same time spend more per capita 
on health care than a less wealthy state.  
 Version 3 of Figure 6 presents a regression on the Outcomes Rankings with four 
reoccurring variables: pollution, gross state product spent on health care, vigorous exercise, and 
births by C-sections, along with a new variable in the percentage of women who rarely or never 
receive emotional support. The gross state product and vigorous exercise variables are significant 
beyond the 1% level with t scores of -3.22 and 2.96. The pollution variable and the percentage of 
women who rarely or never receive emotional supports are significant beyond the 5% level with 
t scores of -2.21 and -2.18. The lack of emotional support variable is negatively correlated with a 
state’s ranking with a one standard deviation increase in the variable resulting in an expected 
2.87 unit decrease in a state’s ranking. 
 
 
7. Conclusion and Policy Recommendations:  
 
 Regression analysis points to a wide range of factors as being statistically significant in 
determining the quality of a woman’s health in America. The next step is to take a look at these 
variables and determine what is being done and what should be done to these variables to 
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positively impact the quality of health. The variables are viewed through the lens of the recently 
passed health care law to examine what the law, if anything, does to address these variables. 
Further recommendations will be made on additional actions that can be taken. 
Analysis shows that the amount women exercise, especially vigorously exercise, is 
positively related to the quality of women’s health in a given state. A one standard deviation 
increase in the vigorous exercise rate can make the difference of eight spots in the state rankings. 
Policies and incentives that encourage women to exercise should be implemented. The health 
care law requires group health plans to implement wellness and health promotion activities for 
enrollees. The law also allows companies to reward employees for participating in wellness 
program and for meeting certain goals, such as losing weight. Rewards include earning up to a 
fifty percent discount on premiums and co-payments. These provisions should be upheld and 
expanded and encouraged as a way to increase the amount women exercise and their overall 
well-being. It is estimated that wellness programs save employers $3 to $6 for ever dollar spent 
on these programs through the reduction in health care costs and improved health and 
productivity of the workforce (Goetzel, 2001). Wellness programs should be focused on gym 
membership discounts with added incentives for participants to continue to attend. It should be 
noted that there are other factors for why people may not exercise regularly. One of these is time 
constraints. Many women work multiple jobs and/or have families to raise and finding time in 
the day to get a workout in is often difficult.  
 The regression results show the percentage of birth by Caesarian section as negatively 
related to a state’s women’s health ranking, with significance beyond the 1% level. There are 
concerns in the medical community that C-sections are being done more often than necessary. 
Within the past forty years, the rate of C-section delivery has increase from 1 out of 20 births to 
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1 out of 4 births in the United States. Many medical experts believe that C-sections should only 
be done for medical reasons because of the added risks the procedure entails. Obstetrician-
Gynecologist should be trained to recognize what situations actually require a C-section 
procedure. Studies have shown that malpractice premiums are positively associated with rates of 
C-sections (Yang, 2009). Policy makers should reduce malpractice pressure, which will likely 
lead to decreases in the total number of C-sections and in delivery costs. The health care law has 
malpractice related provisions such as awarding states grants to develop, implement, and 
evaluate changes to current tort reform. Policy makers should take this opportunity to find 
methods to balance physicians’ concerns for being sued in childbirth related procedures with 
reducing medical errors. 
 Consistent with the literature, regression analysis shows that the female uninsured rate is 
significant to women’s health outcomes. The rate was found to be significant beyond the 1% 
level with a one standard deviation increase in the rate resulting in as much as a fourteen spot 
drop in the rankings for a state. Providing insurance for the 18% of the non-elderly female 
population without insurance will provide access to needed care, improve the quality of care 
received and improve health outcomes. The health care law provides the tools for covering the 
majority of women currently without insurance. This is mainly done through the creation of a 
health exchange through which people can purchase health insurance. Further coverage will be 
provided through such tools as adding sixteen million people to Medicaid and subsidizing private 
coverage for those with incomes between 133-400% of the federal poverty line through premium 
and cost-sharing credits (Jackson & Nolan, 2010). The law falls short by not providing coverage 
to the million of undocumented women. The current provisions providing coverage for many 
without insurance should be upheld with further efforts to provide insurance to all women in 
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America. Many of the other health variables shown to be significant through regression analysis 
stem from whether or not a woman has insurance, such as access to preventive tests, oral care 
and access to a primary care physician.  
 The level of preventive services is significant to women’s health, such as a one standard 
deviation increase in the mammogram variable resulting in an expected 4.70 unit increase in a 
state’s ranking. Improving access and affordability issues when it comes to preventive services 
will enable women to catch potential devastating health problems at an earlier stage and increase 
the likelihood of positive outcomes. Also, anytime a woman gets a preventive screening this is 
another time she enters a doctor office, allowing other health issues to be addressed. The health 
care law requires new private health plans to cover preventive services with no co-payments. 
This is a step in the right direction to improve the affordability and access issues. Further 
measures should be implemented to provide preventive services to all, including those who do 
not qualify for universal coverage under the new law. In addition to being the morally correct 
option, from a financial position providing these services will reduce health care costs in the long 
run by catching potentially complicated diseases at an earlier and simpler stage.  
 Regression analysis points to the level of emotional support provided to a woman and 
whether she regularly visits the dentist as being significant to overall health. For example, a one 
standard deviation increase in the dental variable translates to a .426 standard deviation increase 
in the outcome rankings and an expected 6.95 unit increase in a state’s ranking. Perhaps there is 
something to the saying that overall health begins with oral health. The health care law provides 
dental benefits, with an emphasis on preventive dental services, to all children under the essential 
benefits package by 2014. This provision will expand to all adults in 2017. There are also 
provisions to create evidence-based public education campaigns focused on the value of 
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prevention and oral health of pregnant women and at-risk populations. The law provides an 
avenue for all Americans with insurance to receive proper dental care with a focus on prevention, 
especially for children to hopefully create lifelong healthy habits. Health care policy should put 
more emphasis on making emotional support, such as therapist and psychiatrist services, more 
affordable and accessible to women. This could also be a call to some of the significant others 
out there to step up their game.  
 One of the major issues with the American health care system is the lack of emphasis on 
primary care. America is the best place in the world when it comes to specialty care and surgery. 
America is falling behind other nations when it comes to primary care. Greater emphasis needs 
to be placed in training primary care physicians, offering incentives for the brightest medical 
students to enter primary care, and placing primary care physicians in underserved and rural 
areas. The amount of primary care physicians per 1000 people was shown to be statistically 
significant under regression in relation to overall women’s health. The health care law provides 
increase fee-for-service rates and bonuses for primary care physicians for treating Medicare and 
Medicaid patients. The law also calls for a reshuffling of residency and training positions to 
primary care and general surgery, with a focus on underserved areas. Incentives should be given 
to incoming medical students to follow a career in primary care. For example, medical schools 
could offer full scholarships for students agreeing to go into primary care and to serve for a few 
years in a rural or underserved area. It should also be noted that the level of pollution is 
significant under regression. Policies should be enacted to clean the air and to reduce further 
output of pollutants. 
 All of the significant factors presented can be improved through economic development. 
Measures to increase employment, incomes and state revenue will influence the significant 
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factors in a positive way. Providing more and better jobs and opportunities for women will 
improve the quality of insurance that women can afford. This will enhance the quality of care 
received, ranging from preventive tests, oral care, emotional care, and the quality of primary and 
specialty care. Women with greater economic opportunities will be more likely to exercise 
regularly and have greater leisure time. Economic development on the state and national level 
can improve the quality of the health care system. Primary care can be improved through 
increased funds to improve training and to provide incentives for the youngest and brightest 
physicians to practice in underserved areas. Further development can provide the engine to reach 
towards greater employment for women with jobs that provide a reasonable living. A stronger 
economy will provide the resources to invest in medical stock and technology, such as more 
accurate preventive screenings. Greater resources can also be used to tackle air pollutants. The 
tools and resources to dramatically improve the quality of women’s health throughout America 
are available. Steps should be taken at the individual, community and national level to work 
towards bettering women’s health.  
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Quality of Women’s Health Model  Figure 1 
   
  +/- Indicator 
Health Outcomes 40.0%  
2008 % Female Diabetes (Pregnancy-related) 1.0% - 
2006 Female Maternal Deaths per 100K Births 3.5% - 
2004-2006 Percent Mothers w/ Chronic Hypertension 1.5% - 
2009 % Low- Birth weight 1.5% - 
2006 Female Lung Cancer Death Rate 1.5% - 
2006 Female Breast Cancer Death Rate 1.5% - 
2006 Female Cervical Cancer Death Rate 1.0% - 
2006 Female Ovarian Cancer Death Rate 1.0% - 
2006 Female Colorectal Cancer Death Rate 1.0% - 
2006 Female Heart Disease Death Rate 7.5% - 
2006 Female Stroke Death Rate 5.0% - 
2006 Female HIV Death Rate 1.0% - 
2007 Female Diabetes Rate 2.5% - 
Health Status Dimension 3.0% - 
2007 Alzheimer's death rate 2.5% - 
2008 % T F Poor Mental Health 2.5% - 
2007 % T F Poor General Health 2.5% - 
   
Community & Environment 25.0%  
Female Adult Pop. Poverty 5.0% -	  
Micrograms of Fine Particles per Cubic Meter 5.0% -	  
2006 Female Suicide Deaths Rate 2.5% -	  
2006 Female Homicide Death Rate 2.5% -	  
Gender Wage Gap 5.0% -	  
Social Determinant Dimension 5.0% -	  
   
Clinical Care 20.0%  
 Ob/Gynecologist PC NF MDs per 100K Fem Pop 2.0% + 
Gen/Family Practitioner PC NF MDs per 100K Fem Pop 2.0% + 
2008 % Female Saw Dentist in Past 12 Months, Age Adjusted 2.0% + 
No routine Checkup in Past Two years 3.0% - 
Access and Utility Dimension 3.0% - 
2008 % Total Women, Mammogram within 2 yrs, >=40 yrs 2.0% + 
Pap Smear Rate 2.0% + 
Colorectal Cancer Screening Rate 1.0% + 
Percent of Live Births with Late or No Prenatal Care 3.0% - 
   
Health Behaviors 15.0%  
2008 % Female Exercise 5.0% + 
2008 Female Obesity rate 5.0% - 
2008 % Female Smoked 100 Cigarettes 5.0% - 
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Women’s Health Outcomes Model Figure 2 
  
      2006 Female Alzheimer’s death rate 3.00% 
2009 % Women with High Blood Pressure 5.00% 
2008 % Female Diabetes (Pregnancy-related) 2.50% 
2006 Female Maternal Deaths per 100K Births 6.00% 
2006 Female Suicide Deaths Rate 2.50% 
2006 Female Colorectal Cancer Death Rate 2.00% 
2006 Female Lung Cancer Death Rate 3.00% 
2006 Female Breast Cancer Death Rate 3.00% 
2006 Female Cervical Cancer Death Rate 2.00% 
2006 Female Uterine Cancer Death Rate 2.00% 
2006 Female Ovarian Cancer Death Rate 2.00% 
2006 Female Homicide Death Rate 2.50% 
2008 % Female Poor Mental Health 5.00% 
2007 % Female Poor General Health 5.00% 
2008 % Female Had Fall in Past 3 Months, 45-64 2.50% 
2004-2006 Percent Mothers w/ Chronic Hypertension 4.00% 
2006 Female Heart Disease Death Rate 10.00% 
2006 Female Stroke Death Rate 7.50% 
2006 Female HIV Death Rate 2.50% 
2007 Female Diabetes Rate 5.00% 
2008 Female Obesity Rate 7.50% 
2009 Health Status Dimension 7.50% 
      2009 % Low Birth weight 3.00% 
2009 Female  Asthma Ever 2.50% 
2009 Female Joint Limitation 2.50% 
 100.00% 
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Quality of Women’s Health State Rankings                                                                   Figure 3 
 
Alabama (21.15)  Vermont 22.85  
Alaska 11.87   Utah 22.21  
Arizona 6.10   New Hampshire 20.03  
Arkansas (21.45)  Minnesota 19.26  
California 9.18   Colorado 17.45  
Colorado 17.45   Washington 16.03  
Connecticut 8.15   Hawaii 14.18  
Delaware 3.23   Virginia 13.76  
District of Columbia (31.24)  Massachusetts 12.63  
Florida (3.73)  Alaska 11.87  
Georgia (0.39)  Oregon 10.67  
Hawaii 14.18   Nebraska 10.24  
Idaho 7.90   North Dakota 9.32  
Illinois 2.80   California 9.18  
Indiana (10.68)  Maine 8.93  
Iowa 5.92   Connecticut 8.15  
Kansas 6.36   Idaho 7.90  
Kentucky (18.75)  Kansas 6.36  
Louisiana (17.86)  Arizona 6.10  
Maine 8.93   Iowa 5.92  
Maryland 4.38   Maryland 4.38  
Massachusetts 12.63   Rhode Island 3.64  
Michigan (5.07)  Delaware 3.23  
Minnesota 19.26   Illinois 2.80  
Mississippi (36.00)  New Jersey 2.12  
Missouri (13.10)  Montana 1.08  
Montana 1.08   South Dakota 0.73  
Nebraska 10.24   Wisconsin 0.53  
Nevada (0.93)  Georgia (0.39) 
New Hampshire 20.03   Nevada (0.93) 
New Jersey 2.12   Wyoming (1.32) 
New Mexico (2.70)  New Mexico (2.70) 
New York (4.61)  Florida (3.73) 
North Carolina (4.21)  North Carolina (4.21) 
North Dakota 9.32   Texas (4.40) 
Ohio (7.30)  New York (4.61) 
Oklahoma (18.78)  Michigan (5.07) 
Oregon 10.67   Ohio (7.30) 
Pennsylvania (9.38)  Pennsylvania (9.38) 
Rhode Island 3.64   Indiana (10.68) 
South Carolina (11.78)  South Carolina (11.78) 
South Dakota 0.73   Missouri (13.10) 
Tennessee (15.57)  West Virginia (15.36) 
Texas (4.40)  Tennessee (15.57) 
Utah 22.21   Louisiana (17.86) 
Vermont 22.85   Kentucky (18.75) 
Virginia 13.76   Oklahoma (18.78) 
Washington 16.03   Alabama (21.15) 
West Virginia (15.36)  Arkansas (21.45) 
Wisconsin 0.53   District of Columbia (31.24) 
Wyoming (1.32)  Mississippi (36.00) 
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Women’s Health Outcomes Rankings     Figure 4 
 
(19.46) Alabama  29.65  Utah 
26.04  Alaska  26.04  Alaska 
16.44  Arizona  25.37  Colorado 
(17.37) Arkansas  23.23  Minnesota 
13.48  California  17.30  Vermont 
25.37  Colorado  16.44  Arizona 
7.50  Connecticut  13.48  California 
(5.23) Delaware  13.39  Idaho 
(64.11) District of Columbia  13.06  Washington 
(10.09) Florida  11.94  Massachusetts 
2.95  Georgia  11.77  Nevada 
1.92  Hawaii  11.29  Nebraska 
13.39  Idaho  11.12  Oregon 
5.61  Illinois  10.80  Virginia 
(3.82) Indiana  10.61  Montana 
7.48  Iowa  8.49  New Hampshire 
5.26  Kansas  7.80  New Mexico 
(15.88) Kentucky  7.50  Connecticut 
(14.53) Louisiana  7.48  Iowa 
4.92  Maine  5.61  Illinois 
(0.75) Maryland  5.26  Kansas 
11.94  Massachusetts  4.94  Texas 
(6.75) Michigan  4.92  Maine 
23.23  Minnesota  4.60  Rhode Island 
(37.33) Mississippi  3.88  Wisconsin 
(11.76) Missouri  2.95  Georgia 
10.61  Montana  1.92  Hawaii 
11.29  Nebraska  0.78  Wyoming 
11.77  Nevada  (0.12) South Dakota 
8.49  New Hampshire  (0.46) North Dakota 
(3.19) New Jersey  (0.75) Maryland 
7.80  New Mexico  (0.96) New York 
(0.96) New York  (2.74) North Carolina 
(2.74) North Carolina  (3.19) New Jersey 
(0.46) North Dakota  (3.82) Indiana 
(8.83) Ohio  (5.23) Delaware 
(20.76) Oklahoma  (6.75) Michigan 
11.12  Oregon  (8.83) Ohio 
(12.34) Pennsylvania  (10.09) Florida 
4.60  Rhode Island  (11.76) Missouri 
(13.79) South Carolina  (12.34) Pennsylvania 
(0.12) South Dakota  (13.79) South Carolina 
(14.25) Tennessee  (14.25) Tennessee 
4.94  Texas  (14.53) Louisiana 
29.65  Utah  (15.88) Kentucky 
17.30  Vermont  (16.68) West Virginia 
10.80  Virginia  (17.37) Arkansas 
13.06  Washington  (19.46) Alabama 
(16.68) West Virginia  (20.76) Oklahoma 
3.88  Wisconsin  (37.33) Mississippi 
0.78  Wyoming  (64.11) District of Columbia 
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Figure 5 
 
 1 2 
% Population in Primary Care Shortage Area -60.103** 
(23.587) 
-47.754 
(24.919) 
% Births by Caesarian-Section -1.667*** 
(0.611) 
-1.290** 
(0.520) 
% Females who Exercise Regularly 0.790 
(0.418) 
0.671 
(0.418) 
Social Determinant Factor --- -.0160 
(.0268) 
Female Unemployment Rate --- -0.283* 
(0.118) 
Micrograms of Fine Particles per Cubic Meter --- -.0459 
(0.066) 
Female Uninsured Rate --- -0.352*** 
(0.075) 
% Females who Received a Pap Smear within past 3 years --- 0.934 
(0.499) 
% Females with Oral Cleaning in Past 12 Months --- 1.198** 
(0.450) 
% of Females who Rarely/Never Receive Emotional Support --- -1.417 
(1.573) 
Constant 58.973 
(19.849) 
27.343 
(34.769) 
Adjusted R-Squared .485 0.706 
Observations 51 51 
 
Notes: Dependent variable is the from the Woman’s Health Outcomes Table 5.  
Standard errors are in parentheses. 
 
* Significant at the 5-percent level 
** Significant at the 2-percent level 
*** Significant at or beyond the 1-percent level 
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Figure 6 
 
 
 1 2 3 
% Females with Oral Cleaning in Past 12 Months 1.402*** 
(0.364) 
--- --- 
% Females who Exercise Vigorously Regularly 0.951*** 
(0.206) 
0.658*** 
(0.241) 
0.741*** 
(0.250) 
% Females who Received a Mammogram within 2 
years 
1.062*** 
(0.355) 
--- --- 
Micrograms of Fine Particles per Cubic Meter 
  
-0.130*** 
(0.048) 
-0.145*** 
(0.050) 
-0.114* 
(0.052) 
Female Uninsured Rate -0.171*** 
(0.059) 
--- --- 
% Population in Primary Care Shortage Area -28.414 
(16.638) 
-44.901*** 
(14.513) 
--- 
% Births by Caesarian-Section --- -1.004** 
(0.378) 
-0.575 
(0.405) 
% Gross State Product Spent on Health Care  --- -0.216*** 
(0.068) 
-0.234*** 
(0.073) 
% of Females who Rarely/Never Receive Emotional 
Support --- --- -1.955* (0.897) 
Constant 78.841 
(23.378) 
10.220 
(20.542) 
1.018 
(21.042) 
Adjusted R Square 0.723 0.725 0.698 
Observations 50 50 50 
 
 
 
Notes: Dependent variable is the from the Woman’s Health Outcomes Table 5.  
Standard errors are in parentheses. 
 
* Significant at the 5-percent level 
** Significant at the 2-percent level 
*** Significant at or beyond the 1-percent level 
 
 
 
 
 
